Each of the six risk factors is assigned one point. Patients with 0, 1, 2, and >3 risk factors are associated with 0.4%, 1%, 2.4%, and 5.4% of adverse cardiac events. This index is simple, has been extensively validated, and provides a good estimate of the preoperative risk. Patients with 0-1 clinical risk factors are low risk and require no additional cardiovascular testing. Patients with ≥2 risk factors are higher risk and may require additional cardiovascular evaluation depending on their functional capacity [7].
Introduction
Preoperative assessment of patients prior to noncardiac surgery is a common issue confronted by cardiologists. The field of perioperative medicine has been besieged with multiple risk calculators for cardiac assessment [1, 2] . The risk calculators have value in detecting risk factors for major cardiovascular outcomes.
The calculators are easy to use and often separate patients into high risk and low risk subsets. The original cardiac risk index [3] involved prospective clinician input and the bedside history and physical examination with amalgamation of all pertinent data points to determine the degree of surgical risk. The newer tools [4] . The goal of the clinician is to quantify the risk of surgery, which can help optimize the timing of the surgery, and manage the cardiac risk to hopefully reduce the morbidity and mortality of the procedure. However, less clear is the legal responsibility the clinician takes on, and what should be included
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in the documentation for a patient sent for "cardiac clearance".
Herein we review the medical and explore the legal aspects of the preoperative cardiac evaluation.
Cardiac Morbidity and Mortality for Non-Cardiac Surgery
There are three major parameters to help determine the risk of cardiac morbidity and mortality for patients with whom noncardiac surgery is planned: (1) the urgency of the procedure, (2) the inherent cardiac risk of the planned surgical procedure, and (3) the patient's clinical markers assessing risk and functional status.
The clinician should then integrate and synthesize this information to develop an estimate of perioperative cardiac risk and determine the need for additional testing or specific pharmacologic therapy prior to the surgery [5] . 
Medical Necessity and Timing of Non-Cardiac Surgery

The Proposed Surgery -Specific Inherent Risk
The cardiologist should consider the surgery-specific risk; the inherent risk associated with the procedure. The ACC/AHA criteria for a low risk procedure is one that has a cardiovascular risk of <1%. Procedures that fall into this category include: endoscopic, ophthalmologic, dermatologic, and breast surgical procedures. A procedure with a cardiovascular risk >1% is identified as having an elevated risk. The ACC/AHA no longer classifies risk as low, intermediate or high because recommendations for the latter two are the identical. The ESC continues to use low, intermediate, and high risk, associated with cardiovascular risks of <1%, 1-5%, and >5% respectively [4] [5] [6] . Important findings include carotid artery bruits, evidence of heart failure, a murmur suspicious for hemodynamically significant valvular heart disease, pulmonary hypertension, and evidence of significant peripheral vascular disease.
Clinical Predictors and Physical Examination Findings
Cardiac Conditions that Elevate Risk
The presence of certain cardiac conditions greatly increase the risk of cardiac morbidity and mortality, and are referred to by the ACC/AHA guidelines as active cardiac conditions including: (1) acute (≤7 days), or recent (>7 but ≤30 days) myocardial infarction, or unstable angina identified as Canadian cardiovascular society class 3 or 4, (2) decompensated heart failure, (3) severe valvular lesions, especially aortic and mitral stenosis, and (4) significant arrhythmias, including high grade atrioventricular block and ventricular arrhythmias [4, 5] . These active conditions preclude proceeding with noncardiac surgery without further evaluation and management, unless emergent noncardiac surgery is indicated. is lower or cannot be assessed due to limitations in their activity level may benefit from additional cardiac testing [5] .
Other Cardiac Risk Factors Associated with Increased Risk
Supplemental Preoperative Evaluation
The above clinical and examination information should be integrated to recommend proceeding with surgery or contemplate whether the patient would benefit from further evaluation and testing. Supplemental preoperative cardiac evaluation may include an ECG, assessment of LV function, and exercise or pharmacological stress testing [4, 5] .
A. ECG and post-operatively with beta-blockers to control heart to less than 65 beat per minute and the use of statin therapy. The need for constant surveillance of blood pressure, heart rate, cardiovascular status post operatively should be clearly defined in the medical record. Ultimately a true physician -patient partnership and the medical record are the best defenses against any allegations of negligence. If there is no documentation in the electronic medical record, it will be assumed that the proper evaluation did not occur, even if it did occur. Physicians performing preoperative cardiac evaluations ideally should perform a comprehensive assessment as outlined above to identify the optimal approach to patient care and management and should detail in the medical record the detailed assessment that supports the clinical recommendations. This documentation will likely reduce the physician's risk for allegations of negligence [8] .
